Medicare HMO Blue* (HMO)

2020 BENEFITS OVERVIEW
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COVERED SERVICES FOR
MEDICARE HMO BLUE (HMO) MEMBERS

The information below provides a summary of the drug and health services covered under this plan.
The information is not a complete description of benefits. For more information, please contact
your benefit administrator.

Plan Specifics ‘ In-Network

Calendar-Year Deductible $0

$3,400 calendar-year, out-of-pocket maximum (excludes
prescription drug cost-sharing)

Covered Services ‘ Your Cost for In-Network Services

$15 per primary care provider (PCP) visit
$35 per specialty care visit

Out-of-Pocket Maximum

Doctor’s Office Visits

Inpatient Hospital Care

Hospital care for illness or chronic disease for as many $150 per day—days 1-5
days as medically necessary (includes hospital care
in a rehabilitation hospital)

Emergency Care'

Hospital emergency room visits $75 per visit, waived if admitted within 24 hours
Urgently Needed Care'

Doctor’s office visit $15 per PCP visit

$35 per other provider visit

$75 per each office visit for urgently needed services
outside of the United States

Skilled Nursing Facility (SNF) Care
Medically necessary care up to 100 days $20 per day—days 1-20
per benefit period® $100 per day—days 21-44
$0 per day—days 45-100

Mental Health and Substance Abuse

Outpatient mental health and substance abuse care $35 per visit

when medically necessary

Inpatient care for mental health and substance abuse $150 per day—days 1-5
Annual Physical Exam $0

1. Emergency and Urgently Needed Care are available worldwide.

2. A benefit period begins with the first day of a Medicare-covered inpatient hospital stay and ends with the close of a period
of 60 consecutive days during which you were not an inpatient of a hospital or a skilled nursing facility.
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Covered Services

‘ Your Cost for In-Network Services

Medicare-covered Preventive Care $0

and Screening Tests

Mammography screening every 12 months $0

Routine gynecological exam once every 24 months $0

Prostate cancer screening exam once per year $0

Routine Dental Services

Preventive routine dental care limited to one initial and $35 per visit
periodic oral exam, one cleaning, (prophylaxis only - does

not include periodontal cleaning) and one set of bite-wing

X-rays every 6 months

Hearing Services

Routine diagnostic hearing exam once every 12 months $15 per PCP visit

$35 per other provider visit

Hearing aid, fittings, evaluations, and repairs up to
$400 every 36 months

All costs over $400

Vision Care

Routine refractive eye exam once every 12 months

$35 per visit

Eyewear every 24 months up to a $150 maximum

All costs over $150

Other Medicare-Covered Health Services

Home health services (non-custodial)

$0

Durable medical equipment

10% of the cost (no cost for diabetes equipment
and supplies®)

Prosthetic devices and ostomy supplies

10% of the cost

Outpatient diagnostic tests and X-rays

$10 per day for lab tests, X-rays and other diagnostic
tests; $150 per day for CT scans, MRIs, PET scans, and
nuclear cardiac imaging tests (imaging costs are waived
when performed on the same day as an emergency
visit or outpatient day surgery)

Outpatient radiation therapy

$0

* Coverage for diabetic test strips and blood glucose monitors is limited to Johnson and Johnson (OneTouch products)
when purchased at participating retail and mail-order pharmacies. Otherwise you pay all costs. For additional information
contact Member Service or refer to your Evidence of Coverage.

www.bluecrossma.com/medicare
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COVERED SERVICES FOR MEDICARE
HMO BLUE (HMO) MEMBERS

Covered Services ‘ Your Cost for In-Network Services

Outpatient surgery $150 per visit
Physical, occupational, and speech therapy $15 per visit
Podiatry Services

Medicare-covered services $35 per visit
Chiropractic Services

Manual manipulation of the spine to correct subluxation $20 per visit
Health and Wellness Programs

Disease-specific health and wellness education $0

Smoking cessation counseling $0

Health Promotion Programs

Eligible health club membership or exercise classes
(up to $150 maximum each calendar year)

You pay any balance in excess of the $150 limit

Eligible weight loss program
(up to $150 maximum each calendar year)

You pay any balance in excess of the $150 limit

Prescription Drug Coverage®*

At a participating retail pharmacy (up to a 30-day supply)*

$10 for generic drugs
$25 for preferred drugs
$45 for non-preferred drugs

Through a participating mail service pharmacy
(up to a 90-day supply)

$20 for generic drugs
$50 for preferred drugs
$90 for non-preferred drugs

3. Prescription drug copayments apply until your out-of-pocket prescription drug costs for covered Part D drugs reach

$6,350; thereafter, you will pay $3.60 for generics or drugs treated like generics, $8.95 for all other drugs.

4. Prescription drugs may be available at retail pharmacies up to a 90-day supply. If available, calculate the copayment

charge for each 30-day supply. Refer to the Evidence of Coverage for more details.

3 2020 Benefits overview




MEMBER ELIGIBILITY

To enroll in the plan, retirees must permanently reside in the plan service area and be entitled
to Medicare Part A and enrolled in Medicare Part B. The service area for this plan includes:
Barnstable, Bristol, Essex, Franklin, Hampden, Hampshire, Middlesex, Norfolk, Plymouth,
Suffolk, Worcester Counties, MA. You must live in one of these areas to join this plan.

In most cases, people with end-stage renal disease (ESRD) cannot enroll in the plan.

To locate a participating network provider call the Member Service phone line during
regular business hours, or visit Find A Doctor at www.bluecrossma.com.

These pages summarize benefits under the Medicare HMO Blue (HMO) plan. Some services
may require prior authorization. The benefit information provided herein is a brief summary,
not a comprehensive description of benefits. For more information contact the plan.



https://www.bluecrossma.com
https://www.bluecrossma.com/medicare

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal

civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. It does not exclude people or treat them differently
because of race, color, national origin, age, disability, sex, sexual orientation or
gender identity.

Blue Cross Blue Shield of Massachusetts provides:

¢ Free aids and services to people with disabilities to communicate effectively with us,
such as qualified sign language interpreters and written information in other formats
(large print or other formats).

* Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.

If you need these services, contact the Medicare Advantage Appeals and Grievance Manager.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide these services
or discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance with the Medicare Advantage Appeals and Grievance Manager

by mail at P.O. Box 55007, Boston, MA 02205; phone at 1-800-200-4255 (TTY: 711) from

April 1 through September 30, 30, 8:00 a.m. to 8:00 p.m., Monday through Friday, or October 1
through March 31, 8:00 a.m. to 8:00 p.m., seven days a week; fax at 617-246-8506; or email

at MedicareAdvantageRXAppeals@bcbsma.com. You can file a grievance in person, by mail,
fax, email, or you can call 1-800-200-4255 (TTY: 711).

If you need help filing a grievance, the Medicare Advantage Appeals and Grievance
Manager is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights online at ocrportal.hhs.gov; by mail at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW Room 509F, HHH Building Washington, DC 20201;

by phone at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at www.hhs.gov.
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TRANSLATION RESOURCES

Proficiency of Language Assistance Services

English: ATTENTION: If you speak English, language assistance services, free of charge, are available
to you. Call 1-800-200-4255 (TTY: 711).

Spanish/Espaiiol: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica. Llame al 1-800-200-4255 (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos,
gratis. Ligue para 1-800-200-4255 (TTY: 711).

Chinese/ZERE: (15« AREEHEAERE S @ DR EESE SRR - 5508 1-800-200-4255
(TTY: 711).

French Creole/Kreyol Ayisyen: ATANSYON: Si w pale Kreyol Ayisyen, gen sévis eéd pou lang ki
disponib gratis pou ou. Rele 1-800-200-4255 (TTY: 711).

Vietnamese/Tiéng Viét: CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd trg ngdn ngit mién phi danh
cho ban. Goi s0 1-800-200-4255 (TTY: 711).

Russian/Pycckuii: BHUMAHUWE: Ecnu Bbl TOBOpUTE HAa PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI O€CIIIaTHBIE
yeiyru niepeBofa. 3sonute 1-800-200-4255 (teneraiimn: 711).

Arabic/az 2
1-800-200-4255 o 52 ol _lally i1 5 2y ol e Lusall o (i ey yal) o i 13) il
(7171 S0 5 anaal) Caila),

Mon-Khmer, Cambodian/ fgl‘: mttfen wikdachgsdunm: Mmanis:, twhdguigeman whnndsSsagn
Smcmsanutnigst o1 g 1-800-200-4255 (TTY: 711).

French/Francais: ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-200-4255 (ATS: 711).

Italian/Italiano: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-200-4255 (TTY: 711).

Korean/St=0{: 8= E AIE5tAlE 22, A0 K& MHIASE 22 0|80t +
AUSLICEH 1-800-200-4255 (TTY: 711) Ho 2 Mol FAAIL.

Greek/AMmviké: [TIPOXOXH: Av whdte elMinvikd, ot 8160eon cag Bpickovtor vINpecieg YAOCOIKNG
VrooTNPIENG, ot omoieg mapéyovrol dwpedv. Koléote 1-800-200-4255 (TTY: 711).

Polish/Polski: UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy
jezykowej. Zadzwon pod numer 1-800-200-4255 (TTY: 711).

Hindi/ iy : &919 & 313 o7 f aiera & a1 ook (or g § AT9T 9g74ar §ard ITe g
1-800-200-4255 (TTY: 711) 9 Fiet Fil

Gujarati/3osaldl: Yuell: B R YAl cleldl &, Al [(A:ges et usta ezl L
W2 Guas 8, slel 521 1-800-200-4255 (TTY: 711)
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Medicare Service: 1-800-200-4255 (TTY: 711)
April 1 through September 30, 8:00 a.m. to 8:00 p.m. ET, Monday through Friday

October 1 through March 31, 8:00 a.m. to 8:00 p.m. ET, seven days a week.

www.bluecrossma.com/medicare

Blue Cross Blue Shield of Massachusetts is an HMO and PPO plan with an Medicare contract.
Enroliment in Blue Cross Blue Shield of Massachusetts depends on contract renewal.

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica.
Llame al 1-800-200-4255 (TTY: 711).

ATENCAQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Ligue para 1-800-200-4255 (TTY: 711).

®, SM Registered and Service Marks of the Blue Cross and Blue Shield Association.
© 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross
and Blue Shield of Massachusetts HVO Blue, Inc.
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